Purpose. To review the outcome of 121 patients who underwent arthroscopic resection of a humeroradial synovial plica for persistent lateral elbow pain. Methods. 92 men and 29 women aged 24 to 56 (mean, 38) years with chronic lateral elbow pain underwent arthroscopic resection of a humeroradial synovial plica using a motorised soft tissue shaver, followed by intensive physiotherapy. The modified elbow score and range of motion were assessed, as were wound healing, infection, soft tissue swelling or effusion, tenderness, ligamentous instability, and motor strength. Results. No patient had any ligamentous instability. 80 patients were pain-free at 3 months; only 3 patients were taking pain medication at 6 months. All patients had full pronation and supination; the mean range of motion was 3º to 135º of flexion. The mean modified elbow score at 12 months was 93.2 (range, 72-100). The percentages of patients with excellent, good, fair, and poor score were 70%, 17%, 8%, and 5% at 3
introduction
The causes of lateral elbow pain can be lateral epicondylitis, osteochondritis dissecans, common extensor inflammation, degenerative tears of extensor carpi radialis brevis tendon, loose bodies, degenerative arthritis, and humeroradial synovial plica. [1] [2] [3] [4] [5] [6] [7] [8] The humeroradial synovial plica can become thickened and inflamed, similar to a hypertrophic mediopatellar synovial plica causing medial parapatellar knee pain. 1, 6 The humeroradial plica can mimic symptoms of intra-articular loose bodies.
have grade-4 cartilage changes in the capitellum. 5 This study reviewed the outcome of 121 patients who underwent arthroscopic resection of a humeroradial synovial plica for persistent lateral elbow pain.
Materials and Methods
Between January 2002 and December 2012, 600 patients with chronic lateral elbow pain underwent arthroscopic evaluation of the olecranon fossa, common extensor origin into the lateral compartment, and the medial ridge of the trochlea back into the olecranon fossa by one of 2 surgeons. Magnetic resonance imaging was performed for 54 patients only. Patients had received conservative treatment such as rest, activity modification, physiotherapy, ultrasound, bracing, non-steroidal anti-inflammatory drugs, and/or corticosteroid injection (n=131) for a mean of 18.3 (range, 12-24) months. 73 patients had a history of trauma; no patient had undergone elbow surgery.
92 men and 29 women aged 24 to 56 (mean, 38) years underwent arthroscopic resection of the thickened and inflammed humeroradial synovial plica using a motorised soft tissue shaver ( Fig.) . After wound closure, 10 ml of 0.5% chirocaine was injected into the joint for pain relief. Intensive physiotherapy was started postoperatively. The modified elbow score ( Table 1 ) and range of motion was assessed, as were wound healing, infection, soft tissue swelling or effusion, tenderness, ligamentous instability, and motor strength.
results
Of the 600 patients, 203 had more than one pathology and were excluded. For the remaining 397 patients, 166 (42%) had degenerative changes with articular cartilage loss, 121 (30%) had an isolated humeroradial synovial plica, 83 (21%) had common extensor origin inflammation and tears of the extensor carpi radialis brevis tendon, and 27 (7%) had loose bodies. For the 121 patients who underwent arthroscopic resection of the humeroradial synovial plica, no patient had any ligamentous instability. 80 patients were pain-free at 3 months; only 3 patients were
Figure
Arthroscopy showing (a) a humeroradial synovial plica and (b) its resection using a soft tissue shaver. taking pain medication at 6 months. All patients had full pronation and supination; the mean range of motion was 3º to 135º of flexion. Two patients developed superficial wound infection, which was resolved with oral antibiotics.
The mean modified elbow score at 12 months was 93.2 (range, 72-100). The percentages of patients with excellent, good, fair, and poor score were 70%, 17%, 8%, and 5% at 3 months, 74%, 20%, 3%, and 3% at 6 months, and 76%, 18%, 3%, and 3% at 12 months, respectively (Table 2) .
discussion
Plica is a remnant of normal embryonic development of the articular synovium. If it hypertrophies, it may become symptomatic. 1 Embryologically, the elbow joint is formed by mesenchymal cavitation, first at the radiohumeral site, and then in the ulnohumeral site and finally in the radioulnar site. 1 Plica is a septal remain of this process and is usually asymptomatic. 1 Histopathologically, the humeroradial synovial plica is considered a meniscus and can be injured following chronic repeated trauma in pronation and supination. 2 There are 2 types of synovial folds: a rigid structure with predominantly fibrous tissue, and a pliable structure with 2 synovial layers surrounded by fatty tissue with villous appearance. 2 The folds may contain nerve fibres and thus may cause pain. 2 Humeroradial synovial plica is quite common in throwing athletes and golfers. The usual symptoms are catching or snapping sensation and locking in extension. 9 This may be associated with pain and swelling in the lateral aspect of the elbow. A humeroradial synovial plica mimics lateral epicondylitis, but the latter lacks symptoms of locking, snapping, and catching. Conservative therapy (rest, non-steroidal anti-inflammatory drugs, and steroid injection) for the humeroradial synovial plica is not very successful in most cases. 10, 11 Pain in humeroradial synovial plica may be due to the presence of pain fibres in the folds, 2 as well as release of cytokines and other inflammatory mediators. 3 There is evidence of ongoing chronic inflammation with acute flare ups.
2 Entrapment or abrasion of the synovial fringe also leads to the development of chondromalacia and hence pain. Repeated micro trauma and overloading in sport (tennis) or at work evokes an inflammatory reaction in the synovial fold. 4 Radiography of the elbow is usually normal. Magnetic resonance arthrography is the investigative tool of choice to demonstrate the thickened plical fold and to rule out intra-articular loose bodies. 12 It also helps to evaluate collateral ligament tears, osteochondral injuries, osteochondral defects, and osteochondritis dissecans. 13 In a study of 10 patients with elbow pain, all were diagnosed with symptomatic radiocapitellar plicae that were initially misdiagnosed as lateral epicondylitis. 7 Resection of the radial head plica leads to excellent results and pain-free range of movements. 7 In a study of 12 patients who participated in various sporting activities, all had posterolateral elbow impingement caused by a synovial plica and attained excellent outcome following arthroscopic debridement of the plica.
8
In our study, the patients who were referred to our hospital had been misdiagnosed as having lateral epicondylitis. The definitive diagnosis was made only after arthroscopic assessment of the elbow. Patients achieved excellent outcomes after resection of the radial head plica; most returned to the pre-injury level of sporting and work-related activities. Thus, in patients with lateral epicondylitis, arthroscopic assessment should be carried out for both diagnostic and therapeutic purposes. 
